Objectives: The underuse of mental health services for anxiety disorders is particularly pronounced among older adults and could, in part, be explained by a lack of knowledge on this subject in this population. The purpose of this study was to document senior's knowledge of anxiety. Method: Young adults (n = 64) and older adults (n = 78) completed a sociodemographic questionnaire (including clinical variables), the Beck Anxiety Inventory and a questionnaire measuring their knowledge of the various dimensions of anxiety disorders, including symptoms, risk factors, and treatments. Results: Results show that older adults have less knowledge about anxiety disorders than young adults and that this difference is observable for all dimensions assessed. Low level of education is associated with less knowledge of anxiety disorders. Students and those who were employed scored better that those who were retired and those with incomes below $10,000 scored better than those with higher incomes. Discussion: Results show the importance and the diversity of knowledge needs with regards to anxiety disorders among older adults. A strategy to enhance knowledge about anxiety disorders among older adults should be adapted to this specific population (with regards to its delivery approach) and includes diverse domains of knowledge.
Anxiety disorders are among the most frequent mental health disorders observed in older adults with a prevalence ranging from 1.2% to 15% among people living in community settings (Bryant, Jackson, & Ames, 2008) . The negative consequences of anxiety disorders in the elderly are well known and include the deterioration of cognitive functions (Rozzini et al., 2009) , the presence of cardiovascular problems (Tully, Cosh, & Baune, 2013) , and increased risk of suicide (Oude Voshaar, van der Veen, Hunt, & Kapur, 2016) . There are effective treatments for anxiety disorders in the elderly, in particular for generalized anxiety disorder (Andreescu & Varon, 2015) . However, older adults with an anxiety disorder use mental health care services less than younger people and older adults with mood disorders (Mackenzie, Reynolds, Cairney, Streiner, & Sareen, 2012; Scott, Mackenzie, Chipperfield, & Sareen, 2010) . The delay in seeking help for a mental health problem is most often explained by a lack of knowledge of mental health problems and the available treatments (Thompson, Hunt, & Issakidis, 2004) . In fact, Perreault and colleagues (2012) reported that among the participants of their study, almost half of those with an anxiety disorder who reported that they had not received the expected services felt that they received insufficient information about available services, anxiety disorders, psychotherapeutic treatments, and medication. A lack of knowledge of anxiety disorders among older adults may therefore contribute to underuse of services, a hypothesis that has been raised by different authors (Coles & Coleman, 2010; Johnson & Coles, 2013; Jorm, 2000; .
The general public's understanding of mental health is part of a concept known as mental health literacy (MHL), initially defined by Jorm (Jorm et al., 1997) as the knowledge and beliefs about mental disorders that allow individuals to recognize, manage, or prevent them. This concept includes several elements such as knowing how to prevent mental disorders (which includes knowledge about risk factors), the ability to recognize when a mental disorder is developing, knowledge of the treatments and services available, knowledge of self-help strategies for less severe problems, as well as the basic skills to help others when necessary (Jorm, 2012) . Recently, MHL has been defined as understanding how to obtain and maintain good mental health, understanding mental disorders and their treatments, reducing the stigma associated with mental disorders, and increasing effectiveness when searching for services (knowing when and where to seek help and developing the abilities to improve self-management skills) (Kutcher, Wei, & Coniglio, 2016) .
Studies that have evaluated MHL for anxiety disorders (MHL-A) have used a common methodology. Participants are presented with vignettes describing fictitious characters with anxiety symptoms and they are asked to identify what problem the person appears to have from a list, or to name the type of problem on their own. Although these studies use different samples and vignettes, they all have shown relatively low recognition rates. Coles and Coleman (2010) found recognition rates of 80% for social anxiety disorder but rates below 50% for generalized anxiety disorder and panic disorder in a sample of psychology undergraduate students. Coles and colleagues (2014) found rates below 20% (16.6% for panic disorder, 15.9% for generalized anxiety disorder, and 8.8% for social anxiety disorder) in a sample composed of adults from the general population. Low rates were also obtained by Furnham and Lousley (2013) : 1.26% for panic disorder, 2.84% for generalized anxiety disorder, 10.73% for social anxiety disorder, and 34.07% for specific phobia. A few variables have been found to be associated with the recognition of anxiety disorders. Women (Coles & Coleman, 2010; Furnham & Lousley, 2013) and people who know someone with an anxiety disorder (Coles & Coleman, 2010; Reavley et al., 2014) have better recognition rates for anxiety disorders. A higher level of education is also associated with better recognition of social anxiety disorder and panic disorder .
Few researchers have examined MHL-A as a function of age. Wetherell and colleagues (2009) found that the main predictor of the appropriate classification of depressive and anxious symptoms was age, with older adults having more errors than young adults. Reavley et al. (2014) found that the recognition of various mental health disorders including social phobia and depression, with or without suicidal thoughts, is lower for people over 60 years of age compared to those under 30 years of age. Similarly, Coles and colleagues (2014) and Hadjimina and Furnham (2017) found similar results indicating that young adults are better than older adults at identifying social anxiety disorder and generalized anxiety disorder. These findings support the idea that older adults are less familiar with anxiety disorders, but the methodology only allowed the recognition of the anxiety disorder in a vignette and the ability to identify symptoms of these disorders as problematic. Senior's knowledge about anxiety disorders treatments, risk factors and common symptoms is not assessed with this methodology. Therefore, the results provide a very limited portrait of seniors' knowledge of anxiety disorders. A more complete view of their knowledge would help identify areas for improvement and give some basis to the elaboration of a strategy to enhance older adults' knowledge about anxiety disorders. Such a strategy would serve to improve mental health in this population.
The objective of this study was to explore older adults' knowledge about anxiety disorders. More specifically, we sought to (a) compare the knowledge of older adults with that of young adults, and (b) identify specific aspects of anxiety disorders that older adults are less familiar with. A secondary objective was to identify sociodemographic and clinical characteristics associated with knowledge. This study differs from previous work in that knowledge about the different dimensions of anxiety was assessed. Older adults were expected to have lower knowledge levels than young adults. Women, people who know someone with an anxiety disorder and those with a higher level of education were expected to have higher knowledge levels about anxiety disorders. No hypothesis was formulated for other sociodemographic and clinical variables because of the lack of significant results in the literature.
Materials and Methods

Participants
The eligibility criteria for this study were being aged between 18 and 39 or older than 60 years, understanding and speaking French, and the absence of a major cognitive deficit. The sample was mainly recruited from within Université Laval's community with a recruitment message sent to employees and students. The principal investigator (E. Beaunoyer) also presented her project at the beginning of some undergraduate courses to solicit participation. To facilitate the recruitment of people over the age of 60, older adults who are members of various social clubs in Quebec City were also invited to participate in the study.
Two hundred and thirteen people expressed interest in the study, of which 142 people (66%) completed the questionnaires. The convenience sample consisted of 64 adults between the ages of 19 and 39 years and 78 persons aged between 60 and 83 recruited between March and October 2016. The main reasons for nonparticipation were lack of time, inability to reach a person who has agreed to be contacted, and living too far from the research site.
Materials
Sociodemographic and clinical information
Sociodemographic information (age, sex, marital status, level of education, annual income, and occupation) and clinical information (number of current health problems requiring medical follow-up, perception of health, episodes of anxiety over the lifetime, history of contact with individuals suffering from anxiety, intention to consult with a health professional if needed, and severity of symptoms) were collected. Perception of health was assessed on a 5-point scale ranging from excellent to poor. Participants were asked if they had experienced an episode of anxiety for a period of 6 months or more in their lifetime and if they knew someone who had experienced an episode of anxiety. Finally, the question "if you thought you had anxiety symptoms, would you have the intention of consulting a health professional?" was asked to the participants and they had the choice to reply with either not at all, maybe, or surely.
The severity of anxiety symptoms was assessed by the Beck Anxiety Inventory (BAI; Beck et al., 1988) , a self-reported questionnaire consisting of 21 statements. Statements correspond to anxiety symptoms and the participant indicates how much each symptom affected him or her in the past week on a scale ranging from 0 (not at all) to 3 (very much). The psychometric qualities of this instrument are appropriate in community sample of adults and older adults (Creamer, Foran, & Bell, 1995; Morin et al., 1999) .
Knowledge of Anxiety Disorders Questionnaire
The Knowledge of Anxiety Disorders Questionnaire (KADQ) was developed specifically for this study. Since there are many different facets to mental health, the questionnaire measures knowledge with regards to seven dimensions of anxiety disorders: symptoms, risk factors, treatments, generalized anxiety disorder (GAD), panic disorder (PD), social anxiety disorder (SAD), and specific phobia (SP). The questions are based on the information about anxiety disorders available to the general public on the National Institute of Mental Health (https:// www.nimh.nih.gov/health/topics/anxiety-disorders/index. shtml) and the Canadian Mental Health Association websites (http://www.cmha.ca/en/health-training/comprendre-maladie-mentale/the-troubles-anxieux/). The content was verified by a clinical psychologist specializing in anxiety disorders. The questionnaire consists of 25 multiplechoice questions with four possible answers per question. The symptoms dimension includes five questions, the dimensions risk factors, treatments, and SAD include four questions and the dimensions GAD, PD, and SP include three. Examples of questions for each dimension are presented in Table 1 . There is only one correct answer per question, with each correct answer being worth one point. A total score, as well as a score for each dimension, is obtained by adding the points obtained for corresponding questions.
The reading level of the text was verified with Scolarius (http://www.scolarius.com) to ensure it was at a secondary reading level since, according to Statistics Canada, slightly less than half of the population over the age of 65 had post-secondary education in 2014 (Statistique Canada, 2014) . Preliminary data on the psychometric qualities of the KADQ indicate good internal consistency (Cronbach's alpha coefficient of 0.78). Moreover, we observed that overall, the total score of people who had the right answer on each question was significantly higher than that of the people whose answer was wrong (p < .05). This suggests that the questions adequately differentiate people according to their level of knowledge about anxiety.
Procedure
To encourage participation in the study, participants had a chance to win a $30 gift certificate at a shopping center which was drawn from each of the two participant groups after the recruitment was completed. People interested in participating contacted the principal investigator and agreed on a meeting place, either at the participant's home or at Université Laval. After giving consent, the participant responded to the sociodemographic and clinical questionnaires, followed by the KADQ and BAI, in this specific order.
Data Analysis
Firstly, a descriptive analysis of the characteristics of the two groups was carried out. Secondly, the total score and individual dimension scores of the KADQ for the young adults were compared with those of the older adults using t tests. To identify the least well-known dimensions for each group, a descriptive analysis of failure rates was performed per question, since the number of questions varied per dimension. Thirdly, t tests and analyses of variance were performed to identify sociodemographic and clinical characteristics that were possibly related to the total KADQ score. For these analysis, the two groups were combined. Only perception of health was not included given the low variability in the responses obtained (see Table 2 ). A simple regression model was adjusted for variables with significant results. The correlation between BAI, whose total score is a continuous variable, and the total score to the KADQ was computed. All analyses were carried out using SAS version 9.4 software and tests were done at the .05 level.
Results
Descriptive Analyses
The characteristics of young adults and older adults are presented in Table 2 . In terms of sociodemographic characteristics, significant differences between groups are observed on main occupation, annual income, and education level. Of note, older adults were mostly retired while young adults were predominantly in school and more older adults had higher incomes. More young adults had a college level education or a vocational diploma as their highest level of education while the proportion of people who had completed primary, secondary, or graduate education was higher among older adults. The two groups also differed in terms of clinical characteristics: older adults were more likely to report multiple health problems and the BAI score was higher in young adults. Table 3 presents the mean scores on the KADQ by group and shows that the average total score for older adults was significantly lower than that of young adults. When the mean scores are converted to percentages, the average result is 59.8% for older adults, compared with 78.12% for young adults. The scores of young adults on all dimensions were significantly higher than those of older adults. Figure 1 illustrates the failure rates of young adults and older adults for each of the questions, grouped by dimension. Older adults had higher failure rates on all questions except question 24 (risk factor dimension), where the Note: GAD = generalized anxiety disorder; PD = panic disorder; SAD = social anxiety disorder; SP = specific phobia. The question number in bold represents the example given.
Comparison Between Young Adults and Older Adults on Knowledge of Anxiety Disorders
failure rate was higher among young adults. This trend is observable for all dimensions. In addition, there is at least one question per dimension where the failure rate for older adults far exceeds the 50% threshold except for the GAD and SAD dimensions.
Characteristics Associated With Knowledge About Anxiety
For sociodemographic variables, the total score of the KADQ varies by highest level of education completed, principal occupation, and annual income, as shown in Table 4 , which also presents means and standard deviations for these variables. Multiple comparison tests on the highest level of education indicate that lower scores on the KADQ were obtained by those whose highest level of education is either primary or secondary school, compared to those with college and vocational diplomas (T(138) = 3.15, p < .0001), undergraduate degrees (T(138) = 4.24, p < .0001), and with graduate degrees (T(138) = 3.65, p < .001). A marginally significant difference is observed between college and vocational, and undergraduate degrees (T(138) = −1.89, p = .06), indicating better results for the latter group. Multiple comparison tests on occupation show that participants who were retired had significantly lower results compared to students (T(138) = −6.71, p < .0001) and those who were employed (T(138) = −3.55, p < .001). Multiple comparison tests on annual income indicate that those with incomes below $10,000 scored better than those with other annual incomes levels (p-value are less than or equal to .01 for all two by two comparisons involving that level of income). The total score for KADQ does not vary with clinical variables.
Discussion
The general objective of this study was to explore senior's knowledge of anxiety disorders. As expected, the results show that older adults have a lower level of knowledge of anxiety disorders than young adults, both for general knowledge and for each dimension examined. The comparison of these two groups yields results comparable to those obtained by Reavley and colleagues (2014) showing that young adults are better at identifying mental health disorders than those aged 60 and older. Similarly, Coles and colleagues (2014) and Hadjimina and Furnham (2017) found that young adults are better at identifying generalized and social anxiety disorders, which is confirmed by the results of this study. The results are also consistent with those obtained by Wetherell and colleagues (2009) showing that older adults had more difficulty in properly identifying anxiety symptoms. The difference in anxiety knowledge between the two groups can be explained by young people's greater exposure to current knowledge on mental health disorders. Young adults were more likely exposed to this type of information in school through various mental health prevention activities, which would not have been the case for older adults (Farrer, Leach, Griffiths, Christensen, & Jorm, 2008) . Another explanation for these findings lies in the diagnostic criteria for anxiety disorders that do not necessarily reflect clinical reality of older adults (Flint, 2005) . Some differences have been found between young and older adults in the presen- Note: GAD = generalized anxiety disorder; PD = panic disorder; SAD = social anxiety disorder; SD = standard deviation; SP = specific phobia. *p < .05. **p < .01. ***p < .0001.
2005). Worries are less frequent among older adults and those reported are often related to health (Hunt, Wisocki, & Yanko, 2003) , while young adults are more concerned with work and finances (Diefenbach, Stanley, & Beck, 2001) . In older adults, anxiety is more often exhibited through somatic symptoms (such as dizziness, tremors, or nausea) or with anxious mood rather than frequent and uncontrollable worries (Flint, 2005) . Thus, older adults may have found it more difficult to identify the elements associated with anxiety because these, presented as they were in the questionnaire, may not be entirely consistent with the experiences they have. Older adults' higher failure rates for each of the questions shows that a lack of knowledge is present across the different anxiety dimensions examined. We could not identify specific aspects of anxiety disorders less known for either young than older adults. Therefore, efforts to improve knowledge about anxiety among older adults should touch different areas of knowledge. Such an approach should focus not only on the recognition of different disorders, but also include knowledge of major symptoms, risk factors, and treatments, including the physical symptoms associated with anxiety. An effective strategy to increase knowledge about anxiety among older adults should employ several methods of reaching individuals from different settings (e.g., living alone or in private homes) and should consider that this population is likely to have reduced mobility. A strategy combining presentations in recreational (e.g., social clubs) and community living (e.g., private residences) settings with online outreach programs, that have already been shown to be effective in increasing knowledge about anxiety (Gulliver et al., 2012) , should be considered. The establishment of such a strategy could benefit the community with regard to mental health disorder prevention, treatment and improvement of care services. Indeed, those interventions can potentially have a positive impact on mental health disorders prevention by enhancing MHL, thus enabling older adults to take action for their mental health. Furthermore, studies suggest that MHL psychoeducational interventions could significantly reduce depressive symptoms among older adults in early phase of treatment (Donker, Griffiths, Cujpers & Christensen, 2009; Walker et al., 2010) . For anxiety symptoms, information is scarce, but it would be interesting to explore this idea, considering cognitive behavioral therapy is somewhat less effective in this population (Ayers, Sorrell, Thorp & Wetherell, 2007) . Enhancing knowledge about anxiety disorders is also important for the improvement of care services. Most public services have limited financial resources, which affects access. An increase in the allocation of financial resources is more likely to occur if voters and elected officials require it, which is more likely if they understand the societal impact of mental health disorders and the potential of health services to lessen it (Jorm, 2012) .
The results for the characteristics linked to MHL-A obtained in this study are consistent with the current literature. Among sociodemographic variables, level of education, occupation, and annual income appear to be associated with knowledge about anxiety. Consistent with the results obtained by Coles et al. (2014) , where high levels of education are associated with better knowledge of anxiety disorders, the results of this study do suggest that a low level of education is associated with less knowledge of anxiety disorders. However, the total KADQ scores did not differ between the higher levels of education (college, undergraduate or graduate studies), suggesting that education might reach a level where it has no longer an impact on knowledge of anxiety disorders. Therefore, education level seems to be associated with the knowledge of anxiety disorders, but more research is needed to clarify this association. The results suggest that occupation and annual income, variables not examined in previous studies, are associated with the total KADQ score: specifically, students and those who were employed scored better that those who were retired and those with incomes below $10,000 scored better than those with higher incomes. However, the two groups differed significantly on these two variables (see Table 2 ) and the results of the multiple comparison tests suggest that the observed differences could be due to the differences in age. It is therefore difficult to differentiate the observed differences between older adults and young adults from the differences in occupation (retired individuals performing worse than students) and annual income (younger adults with lower incomes). An examination of those associations with a larger sample and controlling for age would be interesting. Unlike Coles and Coleman (2010) , Furnham and Lousley (2013) , and Reavley and colleagues (2014), being female was not associated with KADQ results. However, these results may have been influenced by the gender distribution in the sample (70% female).
The results suggest that none of the clinical variables were associated with knowledge about anxiety disorders. Contrary to the results obtained by Coles and Coleman (2010) and Reavley and colleagues (2014) , knowing someone with an anxiety disorder was not associated with knowledge in the current sample. The absence of an association may be due to the distribution of the answers obtained. The sample showed little variability in clinical variables, such as intention to consult and knowing someone who had an anxiety disorder, which may have reduced the ability to detect significant associations. No relation was observed between symptom severity (as assessed by the BAI) and knowledge of anxiety disorders even though the two groups significantly differed on this characteristic. One could have expected that the greater knowledge of anxiety disorder among young adults be related to more familiarity with their own symptoms. The high variability of anxiety symptoms observed in young adults group may have reduced the ability to detect a significant difference (see Table 2 ). Further research is needed to explore this relation. Moreover, since knowledge of anxiety is only one part of the concept of MHL, it is possible that the relationship between the clinical variables and MHL is not reflected in anxiety knowledge, but rather on other aspects of the concept, such as reducing the stigma associated with mental disorders or basic skills to help others when needed.
The method used in this study is innovative in assessing knowledge about anxiety disorders as it provides new, more precise knowledge about MHL-A. This tool was built from online resources available to the public, so these are questions for which the general population has access to the answers. The KADQ makes it possible to address certain limits to other types of measurements. The Mental Health Literacy Questionnaire for Anxiety Disorders (MHLQ-AD; Coles & Coleman, 2010) contains vignettes for generalized anxiety disorder, social anxiety disorder, panic disorder, obsessive-compulsive disorder, and depression (for comparison). This type of method can be biased by the fact that it may be easier to recognize the symptoms in others, while the KADQ allows a greater objectivity in its measurements. The Anxiety Literacy Questionnaire (A-Lit; Gulliver et al., 2012) contains true or false questions, increasing the likelihood of success. The KADQ allows more flexibility by presenting four answer choices. Furthermore, despite its use in research settings, the KADQ could also be used in clinical settings either as a mental health promotion tool or as a psychoeducational tool.
Future research on MHL-A should focus less on recognition of exact anxiety disorders and focus instead on the ability to differentiate and recognize the development of different mental health disorders. According to Jorm (2000) , failure to recognize various disorders could lead to difficulties in communicating with health professionals. This is especially relevant for older adults where there is a high comorbidity of anxiety disorders with depression (King-Kallimanis, Gum, & Kohn, 2009 ) and other physical health conditions (El-Gabalawy, Mackenzie, Shooshtari, & Sareen, 2011) . Furthermore, better recognition of anxiety symptoms and better knowledge of effective treatments by older adults would make it possible to more efficiently meet the treatment needs of this population (Thompson et al., 2004) . Future research on MHL-A could also focus on cross-sociocultural comparisons between various countries or regions based on various comparison factors (e.g., access to MHL interventions aimed at older adults, ease of access to Internet, etc.).
This study has some limitations. First, the small sample size limits conclusions about the results although some of these are consistent with previous research. Second, with four answer choices per question, the probability of getting the correct answer is quite high (25%) and success rates may overestimate the actual level of knowledge. Third, the sample consisted of well-educated individuals in each group and the results may not be generalized to the general population. Despite these limitations, our study shows that older adults have less knowledge about anxiety disorders than young adults and suggests that this lack of knowledge extends to multiple aspects of anxiety disorders. Moreover, our results suggest that knowledge about anxiety is associated with education, annual income, and occupation. A strategy to increase knowledge adapted for older adults should address several aspects of anxiety disorders.
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